The telephone dominates the operation of the reporting area in clinical laboratories. Not only is the normal work pattern disrupted by staff continually having to answer the telephone but the efficiency with which these staff function can be seriously compromised. It is significant that even a highly organised, totally integrated, clinical laboratory in the United States can suffer from this problem (Elevitch, 1972) .
In the Department of Clinical Biochemistry at University Hospital, we have devised a system of dealing with the abuse (and use) of the telephone which has considerably improved our operating efficiency. Before describing this system, it is necessary to outline briefly our laboratory organisation as it differs slightly from the more conventional system in use in the United Kingdom and in North America.
The Department of Clinical Biochemistry does 1-4 million tests annually (or about 4 million units defined by Statistics Canada, 1976) and is staffed, by shifts, 24 hours each day except for overnight on Saturdays, Sundays, and statutory holidays when the workload is only sufficient to require an 'on-call' cover. Each main division of the laboratory (automated analyses, microchemistry, enzymology, and endocrinology) operates as a self-contained unit with six or less technologists under the direction of ahighly experienced charge technologist. These units receive specimens ready for analysis from our specimen preparation room, and then analyse and report the results independently of the other units within the department.
The results were manually collated, in the reporting office, by a departmental secretary, using a cumulative master card system (ie, separate cards for automated analyses, urine chemistry, enzymology, toxicology and trace metals, endocrinology)
Received for publication 21 February 1977 with subsequent Xeroxing. As the preparation and issuing of the master cards took a considerable amount of time, the clinical units usually telephoned the relevant analytical division of the laboratory for the results. Although we have recently changed to a computer reporting system this custom continues as it is the quickest way to obtain a result.
The problem
As the analytical laboratories are staffed only by technologists, there are regular interruptions of the analytical work to answer the telephone. This problem was particularly acute in the automated analyses area where the volume of work is high. We can issue up to 200 separate analyses from our 13 channels on two SMA systems daily. A recent census indicated that this area telephoned 43 % of all its issued reports, and that over 25 % of all work received was of the 'ahead-of-routine' nature (ie, priority tests). It can, therefore, be appreciated that the telephoning activity in this single laboratory forms a considerable proportion of each technologist's work-day.
The solution
In the automated analysis laboratory, we introduced changes as follows:
We use a Northern Electric Companion 2 Handsfree Unit that allows operation of the telephone without lifting the telephone handset. Thus, to dial a number, press the on key of the unit and, when the dialling code is heard, dial the number. To (1974) suggested that the act of telephoning a report should be recorded together with the time of doing so. In Fig. 2a is shown the form that we use to record these facts. In addition, we record the time of both specimen receipt (specimens are time-stamped in) and telephoning the result. This, together with the name of the person taking our results, ensures that there will be no subsequent recriminations about a result 'not having been received' by the clinical unit.
When we receive a recorded message, we log in (Fig. 2b) The great advantage of the recording device is the 'batching' of a number of enquiries, thus using a single pause in the analytical work to respond to several enquiries. The technologists are, therefore, allowed more control over their work patterns.
The problem of the unanswered telephone has also been solved. This must reassure callers when a response is always received. Hospital staff do not always know when a laboratory is staffed and we are now always able to inform them by means of the answering device. The inconveniences of using the telephone have been considerably eased by the digital dial and handsfree units. It takes up to 10 s to dial a 4-digit number. A digital ('touch-tone') dial reduces 'dialling' time to about 3 s, and the incidence of dialling errors is considerably reduced. The lifting and laying of the handset while log-books are consulted or the CRT keyboard is operated is avoided. Thus, the whole process of communicating by telephone has been facilitated.
The laboratory log-book system, while consuming technologist time, allows us to monitor our response times to priority tests requests, etc., and has proved to be invaluable in sorting out the common problem, ' We sent you a STAT specimen at 0700 h and we still haven't got the result'. The effort of keeping the logbooks has been repaid by the virtual absence of this type of complaint. At the same time we can quickly discover evidence of our internal inadequacies and institute corrective action.
The Telephoned Laboratory Report form has proved to be very useful, although it has not been universally adopted throughout the hospital. It appears that pieces of paper with an undocumented result on it are still preferred by some! Presumably, acceptance of the form will be gradual. Clearly, from the point of view of both convenience and general accountability, the form is ideal. Communication between laboratory and clinical unit is a perennial problem. Ultimately, the availability of remote terminals throughout a hospital (Grams and Pastor, 1976) for direct enquiry on the status of any particular specimen will diminish the use of the telephone, but such a solution is probably too expensive for most institutions. Alternatives include the transmission of results by facsimile telegraphy (Robinson, 1971) 
